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Abstract
Pancreas divisum is the most common congenital pancreatic anomality and is seen in more than 5% of the general
population. In many cases, this variant is a coincidental ﬁnding at endoscopy or imaging studies, but it is also implicated as
a cause of acute recurrent pancreatitis in some patients. Here the author shows an endoscopic retrograde cholangiopan-
creatography of a patient with complete pancreas divisum with an ansa pancreatica, and demonstrate the typical ﬁndings
and techniques for cannulation of the ventral and dorsal pancreatic ducts. Moreover, several variants of pancreas divisum
are illustrated. This article is part of an expert video encyclopedia.
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Technique
Endoscopic retrograde cholangiopancreatography (ERCP).
Materials
• Endoscope: ED530XT8; Fujiﬁlm, Tokyo, Japan.
• Ball tip ERCP cannula: Medizin Technik Wesel, Wesel,
Germany.
• Papilla minor cannula: Medizin Technik Wesel, Wesel,
Germany.
Background and Endoscopic Procedure
Congenital anomalies and variants of the pancreas are seen in
approximately 10% of the general population. Among them,
pancreas divisum is the most common congenital pancreatic
anomaly, occurring in more than 5% of subjects.1,2 It results
from failure of the embryologic ventral and dorsal ducts to fuse.
As a result, the majority of the pancreas drains via the minor
papilla. The duct and papilla, which is often stenotic, may not
accommodate the volume of secretions and may inhibit ﬂow of
pancreatic juice. However, most subjects with pancreas divisum
do not develop symptoms throughout their lifetime and diag-
nosis of this variant is often a coincidental ﬁnding at endoscopy
or imaging studies. However, there is much evidence that this
duct anomaly predisposes some patients to recurrent pancrea-
titis. The diagnosis of pancreas divisum is usually made by
ERCP, however magnetic resonance cholangiopancreatography
is increasingly used for diagnostic workup of patients pre-
senting with pancreatobiliary symptoms.
The case of a patient who experienced two episodes of acute
edematous pancreatitis within 2 years is demonstrated. Endo-
sonography did not reveal any pathological ﬁndings, but a
pancreas divisum could not be excluded. ERCP showed the
characteristic hallmarks of pancreas divisum: the main ventral
duct is short and tapers terminally into multiple small side
branches. Pancreas divisum is associated with two potential
problems at ERCP: First, until complete dorsal ductography is
obtained, it might be quite difﬁcult to differentiate between a
ventral duct in pancreas divisum and pancreatic cancer or a
benign stricture. Second, for ductography of the dorsal duct, the
minor papilla needs to be identiﬁed and cannulated. The minor
papilla is nearly always located in the right upper quadrant of
the visual ﬁeld when facing the major papilla. In experienced
hands, minor papilla cannulation can be achieved in approxi-
mately 90–95% of cases.3 Cannulation is generally best
achieved using special catheters that have a blunt, short needle
tip.4 In most cases, a long position of the endoscope is the
preferred position for successful cannulation of the minor pa-
pilla. The remainder of the procedure, including contrast media
and ﬂuoroscopic techniques, are similar to conventional ERCP.
In the present case, injection of contrast revealed an unusually
tiny and contorted dorsal duct. This type of duct anomaly
represents a rare variant of pancreas divisum that is referred to
as ‘ansa pancreatica.’ In this variant, the dorsal pancreatic duct
enters the minor papilla by forming an arch like a reverse ‘S’
character. Although in pancreas divisum cannulation of the
ventral duct is not associated with an increased risk of post-
ERCP pancreatitis, the risk is moderately increased when the
dorsal duct is cannulated and signiﬁcantly increased (OR 3.8) if
minor papilla sphincterotomy is performed.5
In this case, the patient had two episodes of acute pancreatitis
within 2 years. Because there was a very tiny dorsal duct with an
‘ansa’ formation, it was decided against sphincterotomy and
managed this case conservatively at the time of this admission.
This article is part of an expert video encyclopedia. Click here for the full
Table of Contents.
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Key Learning Points/Tips and Tricks
• In most cases, cannulation of the minor papilla is best
achieved with the endoscope pushed into the long position.
• A special ‘minor’ catheter with a 25-gage blunt needle tip
protruding 2 mm beyond the catheter tip is helpful in
achieving cannulation of the minor papilla.
• At pancreatography, limit injection of contrast medium to
small amounts in order to minimize the ﬁlling pressure
and decrease the risk of post-ERP pancreatitis.
• Pancreatic tail visualization should be limited, unless there
is a strong clinical indication.
Complications/Risk Factors
• Although in pancreas divisum cannulation of the ventral
duct is not associated with increased post-ERCP pancrea-
titis, the risk is moderately increased when the dorsal duct
is cannulated and signiﬁcantly increased (OR 3.8) if minor
papilla sphincterotomy is performed.5
Alternatives
Because the patient had two mild episodes of pancreatitis
within 2 years, he was managed conservatively this time
without sphincterotomy. It is controversial whether persons
with mild symptoms or infrequent episodes of acute pan-
creatitis should undergo aggressive therapy with the aim of
preventing progression to more advanced disease. Patients
with recurrent complaints or repeated bouts of acute pan-
creatitis should receive minor papilla therapy, either sphinc-
terotomy, stent placement, or botolinus toxin injection. In
these cases, complete clinical resolution occurs in the majority
of cases.
Scripted Voiceover
This is an ERCP in a patient who experienced two episodes of
acute edematous pancreatitis within 2 years. Endosonography
did not reveal any pathological ﬁndings but a pancreas divi-
sum could not be excluded. For atraumatic cannulation of this
rather small papilla we choose a tapered cannula with a tiny
metal ball tip. We cannulate the pancreatic duct and injection
of contrast reveals the characteristic ﬁndings of a complete
pancreas divisum: the main ventral duct is 4 cm long, and
tapers terminally into multiple small side branches. If you see
this conﬁguration at once limit injection of contrast to a
minimum because acinisation quickly occurs if contrast in-
jection is continued. The common bile duct is also contrasted
as both ducts arise from the same oriﬁcium within the papilla
in this case. The white arrow indicates some acinisation
that occurred. Although in the present case the ﬁndings are
characteristic for pancreas divisum minor papilla cannulation
is essential for full evaluation of the dorsal system and helps
further to differentiate this condition from pancreatic cancer
or a benign stricture. The minor papilla is nearly always lo-
cated in the right upper quadrant of the visual ﬁeld when
facing the major papilla. In the present case it is very small and
situated 3 cm from the major papilla. However, in other cases
it might be as close as 10 mm from the major papilla. Can-
nulation of the minor papilla is best achieved with a highly
tapered 5 Fr catheter with a 25-gauge blunt needle tip pro-
truding 2 mm beyond the catheter tip. Here you see the dis-
tance between major and minor papilla. In most cases it is best
to approach the minor papilla with the endoscope pushed
into the long position along the greater curve of the stomach.
The needle tip is gently inserted into the minor papilla oriﬁce
to avoid tissue trauma. Injection of contrast reveals the char-
acteristic anatomy of pancreas divisum: the duct of Wirsung is
not connected to the pancreas and the pancreatic duct is
contrasted through the duct of Santorini. However, the dorsal
duct is unusually tiny and contorted. This type of duct
anomaly represents a rare variant that is referred to as ‘ansa
pancreatica.’ In this variant the dorsal pancreatic duct enters
the minor papilla by forming an arch like a reverse ‘S’ char-
acter. As you can imagine it makes cannulation of the pan-
creatic duct extremely difﬁcult. This is a diagram of the
commonest form of complete pancreas divisum: There is a
small ventral duct draining through the major papilla and a
large dorsal duct draining through the minor papilla. This is a
diagram of an incomplete pancreas divisum. There is tiny
connecting branches between the dorsal and ventral duct. This
is a diagram of pancreas divisum with a very tiny ventral duct
that can be easily overlooked on ERCP. Irrespective of the
anatomic variant the majority of individuals with pancreas
divisum have no pancreatic symptoms throughout their life-
time. However, there is lots of evidence that these abnormal-
ities of the pancreatic duct predispose patients to pancreatitis.
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